The role of computed tomography (CT) in the accurate classification is highly appreciable due to ultra-thin high-resolution capabilities of the modern CT scanners. The Schatzker's Classification is based on the idea that 'certain pathoanatomic and aetiological factors as well as therapeutic features demand that certain injury types be grouped together'. [2] 
MaterIals and Methods
The patients with knee trauma admitted to the causality unit of our institution were evaluated over a period of 1 year from November 2015 to October 2016. Those diagnosed with the tibial plateau fractures (n = 51) were evaluated by the following protocol:
1. Axial high-resolution knee CT images were obtained using 128 slice dual-source CT scanner (Somatom Definition Flash; Siemens Healthcare, Germany) 2. The axial images were reconstructed using syngo.via three-dimensional algorithms with 1 mm collimation. The knee joint bones were evaluated in all the planes -axial, coronal and sagittal. The maximum intensity projection as well as volume rendered images were also obtained 3. The tibial plateau injuries were then classified according to the Schatzker's Classification 4. The children below 18 years of age and the pregnant females were excluded from the study.
results
Fifty-one patients were included in the final study from a cohort of patients being evaluated for knee trauma. The mean age of the patients was 33 years (18-62 years range) with 38 males and 13 female patients.
Most of the patients had Schatzker's type I fracture (n = 27) and least with type V fracture (n = 2). 
dIscussIon
The tibial plateau fractures are classified based on the Schatzker's Classification. The various types range from type I to type VI.
Type I fracture
Wedge-shaped cleavage fracture with <4 mm depression or displacement involving the lateral tibial plateau corresponds to Schatzker's type I fracture. CT is highly sensitive in the measurement of the depression of a fragment which is not that easy on plain radiographs, and thus CT helps in reducing the error of classifying a type I fracture into type II or vice versa. [3] Figure 1a -d demonstrates the images of type I fracture encountered in the present study.
Type II fracture
The lateral tibial plateau fracture with depression >4 mm or combined cleavage/compression fracture of lateral tibial plateau fracture belongs to Schatzker's type II fracture. CT helps in accurate differentiation of the type I fracture from the type II fracture, which is not possible on plain radiographs. The depression refers to the vertical distance between the lowest point on the intact medial plateau and the lowest depressed lateral plateau fracture fragment. Figure 2 demonstrates the image of type II fracture seen in the present study.
Type III fracture
The lateral tibial plateau compression fracture in which articular surface is depressed and driven into lateral metaphysis by transverse forces belongs to type III type Schatzker's fracture. This type is further divided into type IIIa and type IIIb based on the lateral and central depression, respectively. The axial instability is more common in these types of fractures rather than joint instability. Joint instability if present is more common in IIIb type of fractures. [4] Figure 3a -c demonstrates the various images of type III fractures encountered in the present study.
Type IV fracture
The isolated medial plateau fracture with a depressed component belongs to Schatzker's type IV fracture. These kinds of fractures are more commonly associated with peroneal nerve or popliteal vessel injuries. Figure 4a and b demonstrates the type IV fractures encountered in the present study.
Type V fracture
The wedge fracture involving both medial and lateral tibial plateaus with inverted 'Y' appearance belongs to the category of type V Schatzker's fracture. It is often associated with articular depression on the lateral side with occasional involvement of inter-condylar eminence. Multi-detector CT with high-resolution reformations helps correctly distinguishing the type V fracture from type VI by clear demonstration of the maintained meta-diaphyseal continuity. CT images may be same as that of conventional radiography in many cases, but the exact differentiation of the various subtypes of the fracture is accurate on CT, particularly in differentiating type I and type II and type V and type VI fractures. The surgical plans are devised as per the particular type of the tibial plateau fracture encountered, that is why the assessment of fracture depression and displacement has become the current standard of pre-operative evaluation of bone injury. Magnetic resonance imaging (MRI) can be performed in the cases where there is suspicion of the involvement of the joint capsule or menisci or knee joint ligaments. It is seen that treatment plans modify in 6%-60% cases after CT and 21% cases after MRI. the advent of dual-energy and multi-energy CT scanners, the need of MRI will be seen decreasing as the multi-energy CT scanners have the capability of demonstrating the ligamentous injuries and bone marrow oedema as well.
The sensitivity and specificity of computed tomography in depicting the osseous avulsions are very high as compared to MRI. Furthermore, CT has high negative predictive value for excluding ligament injury. MRI remains necessary for the pre-operative evaluation of meniscal injuries. [9] Many authors have evaluated the CT to assess the soft-tissue injury associated with tibial plateau trauma as CT is readily available. Some believe that the depression or displacement of fracture fragment at plain radiography or CT may be predictive of soft-tissue injury. [10] In many cases of tibial trauma, there may be associated vascular injury which can be identified clinically by absent or feeble distal arterial pulses. In addition to the exact and accurate delineation of the type of fracture, CT angiography can be performed simultaneously at the same time to evaluate the vessel which is not possible with plain radiography. [11] Computed tomography helps in getting a more accurate and comprehensive pre-operative plan for the management of tibial fractures. In addition, if there is associated abdominal trauma or trauma to head, the same can be evaluated by CT in the single setting in minimum time.
CT helps in assessing the tibial plateau fractures in such a way that an orthopaedician is able to decide whether or not to perform a surgery.
Usual indications for surgical treatment are as follows: [12] • Intra-articular displacement of ≥2 mm The main contra-indications to surgery are an unfit patient or a patient unable to follow the rehabilitation protocol and soft-tissue complications. Surgical treatment is best considered for partial and complete articular fractures. These indications are best evaluated by CT than radiography or MRI.
Compartment syndrome can be a devastating complication affecting proximal tibia fractures. Its incidence can rise to 17% of closed and 18.7% of open complex pattern of proximal tibia fractures. One should be aware of the four 'p' rule (pain, pallor, paraesthesia and pain with passive stretch) in the initial phase of treatment to identify this condition and treat it as soon as possible. The cross-sectional imaging gives better idea of the development of compartment syndrome than plain radiography. [13] Plain radiographs should include anterior-posterior, lateral and inter-condylar notch views. However, tibial plateau fractures can be difficult to see on plain films. These injuries are associated with significant morbidity and frequently require operation management; therefore, if there is a high degree of suspicion for tibial plateau fractures and negative plain radiographs, CT or MRI should be used. The knee joint should be evaluated for fracture lines, displacement, depression of the tibial plateau and associated ligamentous or meniscal injury. Either CT or MRI can better demonstrate the extent of plateau depression and comminution than plain radiographs and may be helpful in surgical planning should this management be indicated. CT scans are typically faster and easier to obtain in an acute setting. However, MRI can identify meniscal and ligamentous injury while CT cannot. [14] These injuries may be managed non-operatively only if there is absolutely no displacement, depression of the tibial plateau, comminution or associated ligamentous or meniscal injury. These typically occur with low-energy mechanisms. Fractures appropriate for non-operative management may be placed in a hinged knee brace and made non-weight bearing. Open reduction with internal fixation (ORIF) is recommended for tibial fractures with significant articular step-off, condylar widening, ligamentous instability and Schatzker's IV to VI injuries. If the injury is too comminuted for internal fixation, external fixation with limited open/percutaneous fixation of the articular segment may be performed. If there is significant soft tissue injury, or if the patient has sustained other serious injuries that require more immediate attention, ORIF may be delayed and bridging external fixation may be performed as a temporising measure. [15] conclusIon CT imaging is more accurate than plain radiography for characterisation and classification of tibial plateau fractures, and the results of CT imaging can be important for surgical planning. Non-contrast axial CT images should be obtained of all the patients presenting in the causalities with history of significant knee trauma so that accurate classification is made and treatment plan modified accordingly.
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